use it again. Sex workers valued confidentiality, privacy, trustworthiness, and convenient location in health services and wanted thorough HIV/STI assessments. These findings suggest the importance of situating PrEP and PEP within sex worker-friendly health services and conducting outreach to promote these biomedical prevention methods for Kenyan sex workers.
Evidence-based HIV prevention strategies that address the epidemic among populations most vulnerable to infection are critical to epidemic control. Since the late 1990s, a 28-day course of oral postexposure prophylaxis (PEP) has been prescribed in many countries in cases of occupational exposure to HIV and sexual assault (World Health Organization, 2007) . More recently, pre-exposure prophylaxis (PrEP) prescribed as a once-daily antiretroviral (ARV) formulation of emtricitabine and tenofovir disoproxil fumarate, has demonstrated efficacy in reducing incidence among adults at high risk of HIV infection through sex, including men who have sex with men (MSM; Grant et al., 2010) , women (Marrazzo et al., 2013; Van Damme et al., 2012) , and serodiscordant couples (Baeten et al., 2012) , when taken as prescribed. To date, oral PrEP has only been approved in 34 countries globally. Kenya and South Africa are the two countries in sub-Saharan Africa with demonstration projects serving at-risk adults (European Medicines Agency, 2016; Gilead, 2016; PrEP Watch, n.d.) .
Sex workers have become a focal population for the implementation of PrEP and PEP as a component of comprehensive sexual health care worldwide due to the multiple risk factors, such as multiple sexual partners and inconsistent condom use that increase their vulnerability to HIV infection (Shannon et al., 2015; United States Agency International Development [USAID], 2013 ). Yet, many sex workers report experiencing stigma and discrimination in health care settings (Scorgie et al., 2013) , which may erect barriers to their accessing sexual health services like PrEP and PEP. As such, targeted combination HIV prevention programs that incorporate the tailored use of ARVs for prevention in health care facilities with nonjudgmental and antidiscriminatory practices are essential to achieving significant reductions in HIV incidence among most-at-risk populations such as sex workers (Beyrer et al., 2015; Scorgie et al., 2013) . Eliminating HIV transmission from sex work would lower incidence globally by up to 66% in 20 years (Joint United Nations Programme on HIV/AIDS [UNAIDS], 2014).
In Kenya, adult HIV prevalence is estimated to be 5.6%, and there are concentrated epidemics among sex workers (29.3%) and MSM (18.2%; National AIDS Control Council, 2014 ; see also International Organization for Migration, 2010). Although both sex work and homosexuality remain illegal, the Kenyan government and civil and international partners support initiatives to provide these populations with sexual health services, including HIV prevention. PrEP guidelines in Kenya recognize engaging in transactional sex as an indication for PrEP (Ministry of Health [MOH], 2014a) . Kenya has been the site of clinical trials and demonstration projects of daily oral PrEP in HIV-serodiscordant couples, adolescent and young women, MSM, and sex workers (Baeten et al., 2012; Corneli et al., 2014 ; Presidents Emergency Plan for AIDS Relief [PEPFAR], 2014; Van Damme et al., 2012; Van der Elst et al., 2013; ) . A qualitative study with MSM and female sex workers who participated in a 4-month PrEP trial in 2011 found high acceptability but that alcohol use, mobility, and HIV stigma posed adherence challenges both in intermittent and daily PrEP doses (Van der Elst et al., 2013) .
As one of only 34 countries worldwide to date that has approved PrEP, Kenya has moved more quickly than most other countries in its approval of PrEP. The Kenyan National HIV Prevention Revolution Roadmap to guide HIV programming through 2030 includes PrEP, and in December 2015, Kenya's Pharmacy and Poisons Board and its MOH approved PrEP for adults at high risk of HIV infection (MOH, 2014b; PrEP Watch, n.d.) . However, PrEP delivery and its integration with other HIV services have not yet been implemented, and sustained funding for PrEP scale-up remains uncertain (Kiragu, 2016; Ministry of Health, National AIDS & STI Control Programme, 2016; OPTIONS Consortium, 2016) . PEP was approved in Kenya in 2001 to individuals who have been sexually assaulted, experienced condom breakages, and those occupationally exposed to blood, but it has not been sanctioned outside of these contexts (Siika et al., 2009 ). The few studies on PEP among sex workers in Kenya have shown continued low use and knowledge (Izulla et al., 2016; Olsthoorn et al., 2016) .
Although PrEP and PEP hold promise as part of comprehensive HIV prevention for sex workers, and despite the limited studies on this topic in Kenya, important questions remain about what women and men who sell sex know about PrEP and PEP, the extent to which biomedical prevention options are desired and utilized, and why. Previous research has also insufficiently addressed how to expand access and maximize public health impact in the context of the challenges that sex workers face when accessing sexual health services. In this article, we present findings on female and male sex workers' (FSWs and MSWs, respectively) perspectives on PrEP and PEP and their experiences with HIV/sexually transmitted infection (STI) health care services in Mombasa, Kenya. The data are part of the formative research for Boresha ('Improve', in Swahili), a study to guide the development of a bar-and nightclubbased HIV prevention intervention.
METHODS

PARTICIPANTS AND PROCEDURES
Semistructured qualitative interviews were conducted with FSWs and MSWs who solicited clients at 18 bars and nightclubs in Mombasa, Kenya, recruited by convenience sampling. In this study, we collaborated with sex worker peer educators who helped identify and recruit participants. The purpose of the interviews was to inform the development of a multilevel risk-reduction intervention that included peer-delivered education, distribution of condoms and lubricant, and an on-site sexual health service offering HIV/STI testing, counseling, and care.
Participants were eligible for this study if they were: (1) ≥ 18 years old; (2) a regular patron of the venue, defined as attending ≥ 4 times per month; (3) had vaginal or anal intercourse at least once in the last three months with a paying client that they had met at the venue; (4) willing to be audio-recorded; and (5) visibly sober at the time of the interview. We interviewed 50 sex workers (25 FSWs and 25 MSWs), but analysis in this study is limited to the 44 sex workers who reported being HIVnegative (21 FSWs and 23 MSWs) since the article focuses on prevention strategies for HIV-negative people. Table 1 includes the participants' demographic data. The interview guide explored the context of HIV risk; barriers to and facilitators of risk-reduction; history and perspectives on PrEP and PEP; and experiences in health care settings when going for sexual health services such as HIV/STI testing and care. Trained qualitative interviewers conducted face-to-face, audio-recorded interviews between December 2014 and May 2015. Interviews were conducted in English or Swahili, based on participants' language preference.
Written informed consent was obtained from eligible sex workers interested in study participation. The Institutional Review Boards of the New York State Psychiatric Institute/Columbia University Department of Psychiatry, Kenyatta National Hospital/University of Nairobi, and University Hospital Ghent approved the study protocols and interview guides.
ANALYSIS STRATEGY
Interviews were transcribed verbatim and when necessary, translated from Kiswahili into English. To check for accuracy, an independent team member reviewed the transcription and translation of all transcripts. Following transcription and quality assurance checks, the research team, comprised of Kenyan and US-based researchers, met to identify emerging themes and develop a codebook. Using the principles of thematic analysis (Boyatzis, 1998) , excerpts were read and reviewed for themes on sex workers' perspectives on PrEP and PEP, and their sexual health care experiences. Each research team member was trained to apply codes to the transcripts. Coding was conducted using Dedoose, Version 6.1.18 (Dedoose, 2015) . Two research team members coded and reviewed each transcript. Any differences in coding application were discussed by the team until consensus was reached. We also examined thematic differences between FSWs and MSWs and found only one theme unique to MSWs (i.e., dual-stigma of homosexuality and sex work; described below); thus, analysis was combined across groups. Table 2 shows the number of sex workers who were aware of PrEP and PEP, had utilized these methods, and would be willing to use them in the future. When asked if they had heard of PrEP or PEP for HIV prevention (i.e., awareness), only 5 and 16 out of 44 sex workers were aware of PrEP and PEP (respectively). More MSWs were aware of PrEP and PEP than FSWs (5/23 versus 0/21, and 9/23 versus 7/21, respectively). Reported use of PEP was also low for both MSWs and FSWs (3/23 and 4/21, respectively). None of the participants had ever used PrEP. Overall, willingness to use PrEP and PEP was high (35/44 and 36/44, respectively). 
RESULTS
PERSPECTIVES ON PREP
Perceiving themselves to be at risk of HIV infection due to their exposure from having many sexual partners, most participants believed that PrEP would afford them added protection and be useful in situations in which they used condoms inconsistently or were unable to use them. This was particularly true for all FSWs, none of whom had heard of PrEP prior to the interview. As a 25-year-old FSW explained, "I would like to use it [PrEP) because now I don't use condoms [consistently] . . . I can use today and fail to use tomorrow, but I still want to protect myself." Reflecting on the uncertainty entailed by having a variable number of clients, a 32-year-old FSW explained, "The number of clients may increase and you don't know what may happen. The daily one [PrEP] can be appropriate." MSWs also desired PrEP due to their occupational risk. A 23-year-old MSW expressed: "Yes, I would like to use it because sex is my work." After hearing about PrEP, most MSWs (16/23) and FSWs (19/21) reported they were interested in taking it.
Some sex workers also thought of PrEP as an expression of self-love and selfcare. A 33-year-old FSW explained, "Yes, I must take it because that is like standing up for yourself and loving yourself. If you love and care for yourself, why not take it?" A 36-year-old FSW expressed more strongly, "If you do not accept the drugs, then you don't want to live." These participants conveyed the idea that choosing to take PrEP was tantamount to making a choice to live, and that PrEP would constitute a form of active engagement in their HIV-prevention efforts.
A minority of participants voiced concerns about potential negative side effects of PrEP, and some of these participants said that these side effects would deter them from using PrEP. A 23-year-old MSW explained that he would only be interested in taking PrEP if its side effects could be avoided: "If I am guaranteed that it will have no side effects and I will remain as normal as I am… it should be easy [to take it]." While none of the participants mentioned a particular side effect and how exactly they had come to know about possible side effects, others stated that they would consider using PrEP intermittently but not daily, on the assumption that daily use was certain to cause side effects. A FSW (age not reported) stated, "If you use it daily, then it must have side effects. You cannot be taking it daily." However, others expressed their willingness to use PrEP despite any negative side effects. A 24-yearold MSW mentioned that even if there were negative side effects, he would be willing 
PERSPECTIVES ON PEP
While most sex workers were interested in PrEP, a few mentioned that they would prefer using PEP to PrEP. Voicing similar concerns as participants who preferred intermittent rather than daily PrEP use, a 31-year-old FSW expressed her preference for PEP in terms of the undesirability of taking PrEP long-term. "[Take PrEP] everyday? For how long? Forever? No, I better take PEP." For a few participants, the relatively limited 28-day prescription of PEP after a possible HIV exposure was preferred over a long-term, open-ended regimen of PrEP.
As shown in Table 2 , few participants were aware of PEP: only 16 of 44 (36%) had ever heard of PEP, despite its availability in Kenya, with FSWs slightly less aware than MSWs. Among sex workers who had previously heard of PEP, their level of knowledge about it varied. Some sex workers had merely heard of PEP, like a 24-year-old MSW who said, "I have heard about PEP, but I have never known its meaning at all." Others were aware of PEP but were not fully informed or had some misconceptions, like a 21-year-old MSW who asked, "Is PEP the drug that when people have sex and they are not sure of their partner's HIV status they can take?" Others demonstrated greater knowledge of PEP. For instance, some sex workers correctly identified when PEP would be appropriate to use, like one FSW (age not reported) who said, "If I messed up and for sure I know that what I engaged in has put me at risk, then I will ask for PEP as soon as possible." A few recounted having used PEP after condomless sex with clients. However, most participants in this sample were not aware of PEP, including where and how to get it.
Irrespective of their current knowledge of PEP, participants expressed a willingness to become more knowledgeable about it. A 26-year-old MSW expressed his desire to be fully informed about PEP before using it: "I will be sensitized first to understand before I am given and I will be told how to use them and the effect . . . I would like to get the information first." A 25-year-old FSW who was learning about PEP for the first time expressed her desire to use PEP if she felt the situation warranted it: "If [it] were available and I am in that kind of a situation [risky situations like condom bursts], then I would very much like to use it." The few sex workers who had taken PEP before and experienced negative side effects reported that they would be willing to take PEP again because averting HIV infection was an overriding concern. A 27-year-old MSW recalled that taking PEP "was horrible…it was nauseating; it was so disgusting, so I promised myself that I would not try to risk myself again." However, when asked by the interviewer, "But if it happens, will you be willing to take the pills again?" he replied, "Definitely, of course."
PERSPECTIVES ON SEXUAL HEALTH SERVICES
As some participants considered PrEP and PEP as part of their sexual health, they discussed their perspectives on and experiences with providers and facilities that offer HIV/STI sexual health services. Participants considered trustworthiness, privacy, and confidentiality from providers as reasons for seeking HIV/STI care at specific facilities over others. A 37-year-old FSW believed that a crowded facility is not ideal for HIV testing since it lacks privacy, stating, "What I don't like about [that hospital] is . . . People who have TB, people who have malaria, people who have come for child care, are all put together. You see each other . . . there is no privacy." Additionally, a 27-year-old MSW explained the reasons he preferred a specific clinic over others, by saying that, "Some of them [the doctors] trust me; they are so nice, so discrete, [I] am telling you . . . we have like a code or something that whenever we go, they understand what you need, so they help us." Interpersonal relationships with providers that respected sex workers' privacy and confidentiality were described as critical to sex workers feeling comfortable accessing services. Participants expressed the importance of providers understanding them and their needs and remaining nonjudgmental about their sexual practices.
Sex workers also described the need to provide more than HIV testing and include HIV education and prevention outreach specifically for them. For instance, a 17-year-old FSW noted, "First of all I'm thankful to [this facility] because . . . they teach us . . . now I cannot say I don't know anything about AIDS." She continued to describe other positive facility characteristics, including outreach: "Usually nurses come to the streets, we gather the workmates, they assemble and we come with the doctors. They check us so sometimes it's not compulsory to wait for that next visit after three months, three months to go to hospital. Sometimes they come to check if we have any problems or illnesses." This illustrated a facility that offers services specifically catering to and appreciated by sex workers. Additionally, discretion was an important consideration among sex workers when deciding which health care facility to go to. Sex workers preferred providers who were less interrogative and did not appear to judge them for their sexual practices. For instance, a 24-year-old MSW explained that he did not go to a particular clinic, "Because even there when you go and explain to the doctor that you feel this way in your anus, he will ask why . . . even the doctor will wonder how you got that disease."
In addition to their desire for trust and feeling understood by health care providers, sex workers sought providers who were non-judgmental and provided high quality care, including thorough HIV/STI assessments. A 27-year-old MSW explained the reasons of his preference:
As I said, they are discreet . . . if I go, there is this lady we go to . . . she will know what I have come there to do, so not only will she test me for HIV, she will counsel me and, she will ask me if I have an STI, she will check. Yes, and there are some centers . . . that would do an anal test to see if you have anal warts and see if you are . . . to know if you have any other STD.
Several participants expressed discomfort at disclosing their sexual orientation and/ or status as sex worker to providers for fear of being stigmatized. This left them with the sense of having few options for health care services. Describing the clinic where he sought care, a 27-year-old MSW explained, "There is no other place. You can't go to like a government hospital for such things because of stigma and discrimination, and we don't want such things." A 25-year-old MSW expressed his desire for health care workers to be better trained to provide nonjudgmental care: "These health care workers, they need to be taught how to deal with us. They shouldn't raise eyebrows . . . They should be able to have the heart to deal with the STIs and the kinds of problems that some of us face . . . They need to be sensitized, in other words."
Other sex workers mentioned specifically travelling to drop-in health care centers that have a positive reputation for providing services for sex workers and/or gay people. A 26-year-old MSW explained, "[I went] because they [hospital staff] usually deal with sex workers . . . I mean, they are sex worker-friendly." Another MSW, also 26, explained that he went particularly "because that [hospital] is the one that understands us. It is a hospital for gays." Thus, sex workers go to facilities, particularly drop-in health care centers, that have friendly providers and a reputa-tion for serving them, and avoid the ones perceived as unwelcoming to them. This was particularly true of MSWs, who experienced the dual stigmas of both being sex workers and gay.
Some participants reported travelling far to access health services as they were uncomfortable with local facilities due to lack of privacy. A 23-year-old MSW responded that he preferred the clinic he attended because, "it is far. Because you do not want maybe to go to the clinic that is surrounding [you] . . . to get tested; maybe you are not comfortable so maybe you need to go to a place not around where you live." This willingness to travel far from home, if it meant being able to access health care services with greater privacy, highlighted the importance of privacy for some sex workers. In particular, MSW cited concerns about privacy and facing anti-gay attitudes at local facilities as reasons to travel to facilities farther afield.
DISCUSSION
The findings of this study provide early insights into female and male sex workers' knowledge, attitudes, and use of ARV-based HIV primary prevention prior to the roll-out of widespread PrEP programming in Kenya and underscore the importance of provider-patient interpersonal relations and health care preferences in Mombasa, Kenya. Furthermore, these findings help outline a blueprint for PrEP and PEP implementation in health care settings for Kenyan sex workers.
We found that few sex workers had previous knowledge of PrEP. However, once informed, most participants indicated that they were interested in using PrEP if circumstances warranted. This suggests that there may already be considerable "buy-in" for PrEP among sex workers in Mombasa, if and when it becomes available to them. This willingness is vital to PrEP initiation and is one of the first steps in engaging sex workers in PrEP along the PrEP care continuum (Kelly et al., 2015) . However, it could also be the case that such high willingness is due to partial misunderstanding of PrEP, as participants only received brief details about PrEP from the interviewer. Therefore, promoting PrEP must entail increasing knowledge, particularly among FSWs, as none of them had heard of PrEP before. Furthermore, some sex workers were willing to use PrEP if it had limited side effects and could be used intermittently, suggesting the need to include PrEP education regarding known and unknown side effects, careful messaging about side effects, guidance on intermittent use, as well as proper medication adherence counseling and management for those initiating PrEP (Eakle et al., 2014) . Sex workers felt PrEP would provide protection and improve their capacity to take an active personal role in protecting themselves against their high occupational risks of HIV. These findings corroborate an earlier PrEP study in Mombasa, which found sex workers' association of PrEP with positive personal and social values contributed to their willingness to use it (Van der Elst et al., 2013) .
Whereas sex workers are recognized as a group that would most benefit from PEP in Kenya (National AIDS Control Council, 2014), we found that only a minority of participants in our study knew about PEP and were aware of its availability. Furthermore, among sex workers who had ever heard of PEP, there were considerable differences in their level of knowledge. This suggests that previous PEP promotion efforts may have insufficiently targeted or reached sex workers, and therefore contributed to low uptake. Currently, PEP programs have little to no content in their messaging and promotion materials about how PEP is relevant to sex workers. Ad-ditionally, PEP services should identify ways to address knowledge of its use, as our data suggest that few sex workers knew when to use and where to get PEP, or even knew what PEP is. Further research on barriers to utilizing PEP that considers but also moves beyond level of awareness among sex workers is needed. PEP guidelines in Kenya limit eligibility to instances of criminal sexual assault, occupational exposure, or condom malfunction (UN Cares Kenya, 2010) , which may erect barriers to access and use since sex work is not recognized as a legal occupation. For many sex workers, being stigmatized, criminalized, and fearing the disclosure of their identities creates barriers to seeking health services (Scrambler & Paoli, 2008) . Furthermore, sexual assault and coercion are underreported among sex workers, who may face consequences for admitting to participating in a criminalized activity (Okal et al., 2011) .
Despite high willingness to use PrEP and PEP among sex workers, our findings indicate that some prefer a 28-day PEP regimen to a long-term daily PrEP regimen. This preference reflected concerns about potential negative side effects of PrEP, which also explain why intermittent use of PrEP was desired (Galindo et al., 2012; Van der Elst et al., 2013) . Yet, other studies have also shown that PrEP users continue to be willing to take PrEP despite negative side effects and other user-related factors such as cost and condom use (Eisingerich et al., 2012) . Further research should consider sex workers' decision-making processes when choosing PrEP and PEP and explore whether intermittent or periodic use of PrEP might increase uptake.
SCALING UP PREP AND PEP INTO SERVICE DELIVERY POINTS
Expanding access to PrEP and PEP among sex workers will depend not only on fostering awareness but also on sex workers' ability to access appropriate sexual health services in the face of multiple barriers (Eakle, Jarrett, Bourne, Stadler, & Larson, 2015) . In this study, participants recounted actively seeking out health care facilities and providers with reputations for providing nonjudgmental and good quality care to sex workers and/or men who have sex with men, which were characterized by trustworthiness, privacy, and confidentiality. Sex workers avoided facilities and providers that lacked or had limited understanding of their experiences and health needs. These factors could likely influence sex workers' decisions to initiate and adhere to PrEP and PEP (UN Cares Kenya, 2010; Mutua et al., 2012) . Facilityand provider-level characteristics should be considered, and efforts to increase providers' familiarity with sex workers' health and address negative attitudes toward sex workers and sexual minorities should be integral in PrEP and PEP programs for sex workers. Given health care providers' important role in assessing their patients' disease risks and educating them about preventative health, encouraging providers to take a thorough sexual history, screen for HIV, discuss PrEP and PEP, and provide non-judgmental care will be vital to the success of PrEP and PEP programs for this group.
Ensuring that facilities have the capacity to serve sex workers as patients would require increased hiring and training of health care workers, and funding to improve work-related procedures and management (Gerein, Green, & Pearsons, 2006) . Integrating PrEP and PEP in sexual health services for sex workers would require greater institutional support. Moreover, as participants mentioned that they access sexual health services at facilities near their homes due to convenience, while others traveled farther afield to protect their privacy, there could be geographical disparities of facilities that are geared toward serving these populations, requiring some to seek out needed sexual health services that are far away and increasing the potential for added personal expenses like travel costs (Lafort et al., 2016) . As PEP initiation is within 72 hours after exposure, and regular health visits are vital to monitoring both PrEP and PEP (Underhill, Operario, Skeer, Mimiaga, & Mayer, 2010) , reducing geographical disparities are vital to ensure adequate facilities are available on a regular and emergency basis.
ETHICAL AND PRACTICAL CONSIDERATIONS OF PREP IMPLEMENTATION FOR SEX WORKERS IN KENYA
The expansion of PrEP and PEP raises ethical questions about health care access and equity, personal responsibility, and economic feasibility. Allocation of HIV funds should consider not only where new cases are occurring, but also the unit costs of reaching groups. The annual cost for providing PrEP to one sex worker in Kenya is estimated to be U.S. $602, and providing PrEP to all eligible sex workers would cost an estimated U.S. $48 million annually (Chen, Kosimbei, Mwai, & Dutta, 2014) . Insofar as 45% of eligible HIV-positive Kenyans still did not have access to ARV therapy as of 2015 (World Bank, 2016) , it is uncertain that diverting resources to PrEP and PEP is optimal when successful treatment would both benefit HIV-positive individuals and render them noninfectious to others (i.e., treatment as prevention).
Kenya has relatively strong sex worker and gay activist networks-a strength for sexual health promotion. PrEP and PEP implementation programs should consider these networks as a resource and include them in programming decisions and peer education initiatives. At the same time, issues like coercion need to be addressed: if, and when PrEP becomes more widely available, some sex workers might feel pressured to use it and forgo using condoms for fear that clients might go elsewhere (e.g., to a sex worker who is using PrEP and willing to forgo condoms). The potential for negative impact of PrEP on sex workers' decision-making about use of other efficacious HIV prevention methods like condoms could arise if sex workers erroneously believe that taking PrEP only is sufficient for full protection against other STIs. Although complex and beyond the scope of this article, these user-related issues are pertinent to PrEP expansion and program policies.
LIMITATIONS
Since participants were recruited from bars and nightclubs, the results may not be indicative of those who do not solicit clients at these venues, and thus are not generalizable to all sex workers in Mombasa. With the small sample size, our quantitative assessment is limited to numerical counts and is not representative of sex workers' diverse perspectives. The findings provide insight during a specific time when PEP was available and PrEP was recently approved in Kenya, and does not reflect changes over time. Lastly, dynamics between the interviewer and interviewee may arise and lead to socially desirable responses, particularly when the behaviors in question are stigmatized and illegal (Richman, Kiesler, Weisband, & Drasgow, 1999) .
CONCLUSION
To our knowledge, this is the first qualitative study that explores the perspectives of male and female sex workers in Mombasa, Kenya, regarding access to and use of PrEP and PEP and their health care challenges. Overall, sex workers expressed a general lack of awareness but a marked willingness to use PEP and PrEP. PEP underutilization, despite its availability, was due to lack of awareness and limited, inaccurate knowledge, rather than lack of interest. Our data also show that intermittent or short-term dosages are preferred and that perceived negative side effects of taking these medications daily reduced sex workers' willingness to use them. Promotion of these products will need careful messaging and vigilant monitoring of negative side effects and adherence to treatment from providers. Working to encourage facilities to be sex worker-and gay-friendly by adopting anti-discriminatory policies, and by training providers to be more familiar with sex workers' experiences, are likely to increase sex workers' engagement in and access to HIV/STI prevention efforts and services. These findings point to the considerable public health impact of targeted PrEP and PEP outreach and promotion, in tandem with improving health care facilities' and providers' capacity to provide sexual health services to sex workers in Mombasa.
